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STANDARD CERTIFICATE OF DEATH

T STATE Ffé NUMBER

'.En MAY 1 1gwogis1m1ion_ District No, O — e Primary ch_il!rnrion District Mo, _ e v— Rggin

80 ..

s NoL B

\. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceassd lived. If institution: Resdidgnco b)clou
0. COUNIY a. STAT b. COUNT, odmission
Missour: 3
. CITY {lf outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
or Yas [38 Ne [J or Yeshrl No[]
WM St.l.ouls e o St.louls ni N
€. FgLL NAME OF (If NOT in hospital, give locotion) | Length of stay in 1b d. STREET {If eutside, give location) Reside on Farm
HOSPITAL ADDRESS H
[ heniies938 Wells Ave. Unk 593E Wells Ave. | Yuid ne(X
3. :lTAME OF DEFEASED First Middle Laost 4. DATE Menth Day Year
ype or print
Noel J Gereau DEATH 4-9-59
5. SEX 6. COLOR OR RACE|[ 7-yainieo[ Jnever marrteqky & CATE OF BIRTH %, AGE tin yuers ::J:ﬁen;::m IF UNDER 24 HRS.
Male 0 White [o wooweo[]  oivorceo[]| 12-29-1885 3 I |
106, USUAL GCCUPATION {Give kind of work dane | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of werking life, sven if 1etired) INDUSTRY USA
Farmer Floriassant, Ma. ¢
13e. FATHER'S NAME 13b. MOTHER®S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Edward Gereau Susan Sallaz | None
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17, INFORMANT Address
{(Yug,no, or unkagwn)| (If yes, give war or dates of service)
Ho mmmmmm—mem———- 490 14 5BG1 Eva Zapf 593R Wells Ave,

INTERVAL BETWEEN
ONSET AND DEATH

18, CAUSEOF DEATH (Ente b YM; (6 and (1)
[é ) M}ER] ZUSE {a) Conto ol P 2
T . /
1)

Conditions,
whi

M :

BUE 10, 4b) AN AL
st E (3] .

ET A

4

=]

- THER}IGNIFICA’& CONRITIONS CONTRIBUTING TO DEATHﬂa not related to the termingl dissass condition glven in PART J (s} 19. WAS AUTOPSY o

6 PERFORMED

rd YES[] NO

= | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of injury in PART § or PART 1) of item 18.)

'Y

G | 0 |

8[ 2¢. TIMEOF Hour Month, Day, Year

g INJURY  gum.

X p.m.
204. INJURY GCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20§. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D form, ctory, street, office bldg., erc.)
WORK AT WORK / _ A . s
21. | attended the deceased from #’ ?' J 7 . 1o ’#’ ?' J 7 ond laat hwﬁ;—;l—ivo on y-_'y" N [ _r?

Deuthﬁcurred at 7 5 H 2OU sl . mon the date nai_ué/ubova; ond to the best of my knowladge, from the causss staui.
ZZW {Dogree or title) 2. | 22b. Z;}‘ESS W7nen
Y7/ (O Trbon 200 S LofT

230. BURIAL, CREMATION, | 736, DATE 23¢c. NAME OF CEMETERY OR CREMATORY 234, Lébmou (City, yown, or county} /o S
REMOVAL (Specily)

Remova 4-13-59 St.Ferdinand Cemeteryl Florissant,¥issouri

24. FUNERAL DIRECTOR ADDRES} ) as 25. DATE RECD. BY LOCAL REG.

J.W.Clark Puneral Home odiamont  APR 10’59

{Licansnd Embolmer’s Stotement on Reverye Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
By M@, OF DY 11ttt i ittt s e s an e ., Student Embalmer No. .........ccoeene.

working under my personal supervision.

Student oo e s
Signature of Student Embalmer

Note: The above MUST BE SIGNED 8Y THE LICENSED EMBALMER in his OWN HANDWRITING. ¥ ailure
to comply with the above constitutes prounds for revocation of license).

If embaimed by a STUDENT, he also shall sign in his OWN. handwriting.

If this body is not embalmed, fact should be so stated above.




